Introduction
Some 280,000 people lost their lives in the Indian Ocean tsunami on 26 December 2004. The largest such event on record was triggered by an earthquake off Sumatra Island, Indonesia (Biggest Tsunami Countdown, 2005) , and directly affected approximately five million people in 19 countries (National Geographic Society, 2005; United States Geological Survey, 2005) , including at least 60,000 people in six provinces in southern Thailand: Krabi; Phang Nga; Phuket; Ranong; Satun; and Trang (Department of Disaster Prevention and Mitigation, 2005) . While other research has looked at the immediate mental health consequences of the tsunami, this study assesses the impacts on the resident population of Thailand one and two years after the disaster.
A number of studies have attempted to investigate the impacts of natural disasters on mental health (see, for example, Reacher et al., 2004; Neria, Nandi, and Galea, 2008; McFarlane and Van Hooff, 2009 ). The reported negative mental health outcomes, such as depression and post-traumatic stress disorder (PTSD), are understandable given what is known about the aetiologies of these conditions. However, the types and the prevalence rates of post-disaster mental health problems may vary. The reasons for this are unclear, but may reflect in part differences in the kind of disaster and the study methodology (van Griensven et al., 2006; Tang, 2007) .
Evaluations of the long-term impacts of disasters on mental health have produced an assortment of results; evidence thus remains equivocal (Thienkrua et al., 2006; Tang, 2007) . Some longitudinal research has documented a decline in PTSD prevalence in affected populations over time, whereas others have reported an increase in PTSD years after a disaster (Carr et al., 1997; Norris et al., 1999; Wang et al., 2000; Goenjian et al., 2005 Goenjian et al., , 2011 .
The 2004 tsunami and health
Although natural disasters in general have been investigated in some depth, much less is known about the relationship between a tsunami and health. This may be because of the rarity of such events in the past, but they are becoming more common.
Studies on the health consequences of the Indian Ocean tsunami started in 2005 and were undertaken in countries such as India, Indonesia, Sri Lanka, and Thailand (see, for example, Kumar et al., 2007; Moniruzzaman, 2010; Agustini, Asniar, and Matsuo, 2011; Wickrama and Wickrama, 2011; Varley, Isaranuwatchai, and Coyte, 2012; Isaranuwatchai et al., 2013b) . They reported the negative psychosocial consequences of the tsunami as well as an increase in health service utilisation among various populations, including survivors and health providers.
Most of the studies conducted in Thailand examined the effect of the tsunami on mental health within the first year of the disaster. They found a significantly higher rate of common mental disorders and service utilisation among tsunami-affected individuals than among unaffected people (van Griensven et al., 2006; Piyavhatkul, Pairojkul, and Suphakunpinyo, 2008; Thavichachart et al., 2009; Isaranuwatchai et al., 2013a) . The evidence base is weaker when it comes to longer-term ramifications. Here, studies have focused on children and tourists. They report that, although the prevalence of mental disorders declined over time, a significant number of affected Thai children were still suffering mental disorders five years after the tsunami (Piyasil et al., 2007 (Piyasil et al., , 2008 (Piyasil et al., , 2011 Ularntinon et al., 2008) . Studies of tourists from Denmark, Norway, and Sweden, who were in Thailand during the tsunami, confirmed that affected individuals reported more mental disorders than unaffected people two years later (Heir et al., 2011; Johannesson et al., 2009 Johannesson et al., , 2011 Kristensen, Weisaeith, and Heir, 2009; Keskinen-Rosenqvist et al., 2011) . To date, though, there has been no longerterm study of the local adult population of Thailand.
This research aims to bridge this gap in the literature and paint a more comprehensive picture of the effects of the 2004 tsunami on mental health. It does so by evaluating the mental health of a group of Thai adults one and two years after the event.
The impacts of different types of disaster exposure
There are many different ways in which a tsunami could affect the health of a person. Studies have measured disaster exposure using the losses incurred by people, such as personal injury and the death of a family member (de Mel, McKenzie, and Woodruff, 2008) . Different exposures may have different impacts on health, and they can be broadly classified as direct and indirect. Direct exposure refers to an event caused by a disaster that has happened to an individual, such as the loss of their business. Indirect exposure occurs when an event is experienced by people close to an individual, such as a member of their family. Direct exposure has been reported to have more severe health consequences than indirect exposure (Kessler, McLeod, and Wethington, 1985; Turner and Avison, 1989; Noh et al., 1992) . How people were affected by a disaster may contribute to its psychological consequences, such as mental health status (Tang, 2007; Neria, Nandi, and Galea, 2008; Heir et al., 2011) . Studies of the 2004 tsunami have concentrated on such issues as personal injury, displacement or relocation, loss of a family member, injury to a family member, and the loss of property or a business (Thienkrua et al., 2006; van Griensven et al., 2006) . In Thailand, as of 2015, no study has investigated the indirect impact of the loss of a family member's business, even though this exposure may influence household income, and subsequently the individual's mental health status.
Post-disaster mental health measures
Most studies have focused on the impact of the tsunami on levels of mental illness, such as anxiety disorders, depression, and PTSD (Norris, Friedman, and Watson, 2002; Davidson and McFarlane, 2006; Neria, Nandi, and Galea, 2008) . Few have attempted to probe overall mental health or dimensions of mental health, such as role activities and social functioning. This study contributes to filling the lacuna in the literature by analysing the impacts of different types of disaster exposure on overall mental health and dimensions of it.
Hypotheses
Exposure to traumatic life events demands physiological and psychological adaptation, which, in turn, may result in a disequilibrium in mental and physical health status (Wheaton, 1999; Isaranuwatchai et al., 2013b) . Research on traumatic life events has centred on identifying the objective and subjective characteristics that are assumed to be particularly potent in terms of pathological consequences (Dohrenwend, 1973; Avison and Turner, 1988; Brown, 1999) .
The hypotheses of this study were developed using cumulated evidence gathered from the disaster, social stress, and tsunami literature mentioned above. The research seeks to consider, using a cohort design, the effect of six different tsunami-related mental health consequences one and two years after the event.
The stressful life event and disaster research suggest that the mental health effects of traumatic situations start to manifest themselves within one year of exposure (Dohrenwend and Dohrenwend, 1974; Holmes, 1979; Neria, Nandi, and Galea, 2008) . However, the impacts of such incidents may last for a period ranging from a few weeks to a lifetime (Turner and Wheaton, 1995) . Disaster research remains unclear on the time lag between a disaster and full recovery of mental health (Herbert and Cohen, 1996) .
This study explores two hypotheses:
• Hypothesis 1-rates of poor mental health in affected people would remain higher than those in unaffected individuals two years after the tsunami. • Hypothesis 2-those who were directly exposed to the negative consequences of the tsunami would have poorer mental health than those who were indirectly exposed.
Methods
The study sample was drawn from four (Krabi, Phang Nga, Phuket, and Ranong) of the six Thai provinces directly affected by the 2004 tsunami. The other two provinces, Satun and Trang, were excluded because of insufficient numbers of affected individuals (Department of Disaster Prevention and Mitigation, 2005) . The study included Thai citizens who were 14 years of age or older and were living in the study provinces at the time of the disaster. The age of 14 was chosen because of the age threshold specified by the 36-item Short Form Health Survey (SF-36). Within each province, the population was stratified based on whether or not people had suffered a loss owing to the tsunami. The affected group, comprising eight study groups in total, was made up of those who had suffered one of six losses in the tsunami, as delineated by the Department of Disaster Prevention and Mitigation (DDPM). The unaffected group was composed of those who lived in the area and were exposed to the tsunami but had not suffered one of the pre-defined losses. It is acknowledged that the unaffected group may have been impacted by the tsunami in ways that were not measured.
A total sample of 1,280 (that is, 160 from each study group (affected and unaffected) in each province) was required to reveal a 20 per cent change in the health status measure with 90 per cent power. With an expected response rate of 80 per cent and a follow-up rate of 80 per cent, a sample of 500 people in each province (250 participants from each of the affected and unaffected groups) or 2,000 people in total was deemed sufficient to yield the necessary number of study participants that would permit the detection of potential differences in mental health status between the affected and unaffected groups.
Two sampling frames were created. Affected individuals were sampled from households registered with the DDPM of Thailand as being directly affected by the tsunami. They reported experiencing one of the following exposures or losses:
• personal injury; • loss of home; • loss of business; • death of a family member; • injury to a family member; or • loss of a family member's business.
Unaffected individuals were identified from the household registry of the Bureau of Registration Administration (BORA) of Thailand, excluding affected individuals on the DDPM's list. The affected and unaffected groups constituted two distinct, exhaustive, and mutually exclusive sampling frames.
The sampling frame for the affected group included 8,891 households in Phuket, 6,769 in Phang Nga, 4,074 in Krabi, and 2,219 in Ranong provinces. For the affected sample, a two-stage sampling procedure was conducted within each province:
• simple random sampling of households; and • random selection of a person within each household, using the Kish procedure (Kish, 1949) .
To ensure the required sample size of 250 unaffected people from each province, the BORA was asked to select 1,000 individuals from the household registry in each province using a systematic random sampling method, following the instructions provided by the research team. This step was necessary because some people might refuse to participate or it might not be possible to locate some individuals. Affected people might be on the unaffected list because they did not register as being affected, and vice versa. To minimise this bias, the study participants were asked whether and how they were affected by the tsunami; and those misplaced were moved to the appropriate group in the analysis. The lists obtained from the government are believed to be the most comprehensive records of affected and unaffected people. Figure 1 provides an illustration of the sampling procedures, which were conducted separately for each study province.
Data were collected through face-to-face interviews one year (October 2005-March 2006, Wave 1 1 ) and two years (September-December 2006, Wave 2) after the tsunami. Only participants who engaged in Wave 1 were followed up in Wave 2. The interviewers were public health officers who were trained by the research team. Written informed consent was obtained from all participants. For participants under the age of 20, both the individual in question and his/her legal guardian signed the consent form. 
Variables and measurements

Mental health
Mental health status was measured using one instrument, SF-36, which has been applied widely in community and clinical populations (Ware and Gandek, 1998; Ware, 2005; Ware, Kosinski, and Gandek, 2005) . The Thai version of SF-36 is reported to be reliable and valid among patients with physical health problems and among the general population (Jirarattanaphochai et al., 2005; Ekwatthanakun and Intarakamhang, 2009; Kongsakon, Silpakit, and Udomsubpayakul, 2007; Lim, Seubsman, and Sleigh, 2008) . SF-36 provides a mental component summary (MCS) score, which reflects mental health status in the four weeks prior to the interview (Ware and Sherbourne, 1992; Ware et al., 1995; Ware and Kosinski, 2009 ). In addition, it has four mental health dimensions:
• vitality (VT) measures energy and fatigue with respect to the mental well-being of individuals; • social functioning (SF) represents the degree of limitation in social activities owing to emotional problems; • role activities refer to the limitation in endeavours such as work because of emotional problems; and • general mental health (MH) reflects the level of psychological distress and includes measures of anxiety, depression, and psychological well-being.
The four dimensions and the MCS score had alpha coefficients ranging from 0.65-0.80.
The study used the method of summated ratings and standardised scoring algorithms, which have been validated in several countries (Ware and Kosinski, 2009 ). The raw scores were standardised and the norm-based scores for the summary score and each dimension were calculated. A final score ranged from 0 (worst health) to 100 (best health).
Exposure to the tsunami
The independent variable in this study was tsunami-affected status. Six types of affected status were assessed, categorised as direct exposures (personal injury, loss of home, loss of business, and loss (death or missing) of a family member) and indirect exposures (injury to a family member and loss of a business owned by a family member).
Potential correlates of mental health
Thirteen correlates of mental health were considered in the analysis, based on the literature on mental health in post-disaster settings (Norris, Friedman, and Watson, 2002; Norris et al., 2005; Neria, Nandi, and Galea, 2008) . This information was obtained one year after the tsunami. Age was measured in years. Binary variables were employed to identify: the proportion of minor participants (younger than 21); male sex; currently married (versus never or previously married); non-Buddhists (versus Buddhists); more than elementary school education (versus elementary school or less); currently unemployed; small household size (one or two members versus three or more); and those without health insurance. Residing province was identified by three binary dummy variables of Phang Nga, Phuket, and Ranong, with Krabi as the reference category.
Income was measured by average monthly household income in 2005; using middle range income (from THB 5,001 to 15,000 per month) as the reference category. Three binary variables were used to identify three income categories: lower income (≤ THB 5,000); upper income (> THB 15,000 Baht); and those with missing data on income. The lower income category represents household income that is lower than that of the minimum wage earner, whereas the upper income category represents average income for a Bachelor's degree graduate (National Statistical Office of Thailand, 2008). Distance to health facility was measured as the distance between current residence and registered health care facilities-public health centre and hospital. Both variables were continuous, measured in kilometres. Data on distance to a health facility were collected during the research fieldwork using Global Positioning System technology.
All instruments except SF-36 were in English, and were translated into Thai by the research team. The instruments were reviewed by two focus groups (residents in the study regions), and modified by public health officers and clinicians, to ensure that they measured what they were supposed to and were culturally appropriate and easy to understand. The instruments were not formally back-translated, but the translation was verified for accuracy by bilingual researchers from Thailand and Canada.
Statistical analyses
Data processing and analyses were conducted using the SAS 9.3 statistical software package, and a probability of five per cent type I error was applied. Student's t-test and Pearson's Chi-square tests were used for continuous variables and categorical variables, respectively, to assess unadjusted differences in characteristics between the affected and unaffected groups. To examine within-subject changes in mental health over time, a generalised linear model procedure was utilised.
Two models were examined using multivariate linear regression. Model 1 analysed the impact of six different types of affected status on overall mental health status, represented by the MCS score. Model 2 evaluated the impact of six different types of affected status on each of four mental health dimensions. All analyses were controlled for correlates of mental health. Separate analyses were conducted for one and two years after the tsunami.
The models were evaluated for collinearity, heteroscedasticity, linearity, and normality of error. Variables that violated any of the assumptions were removed. To appraise whether the impacts of the tsunami varied by age, religious affiliation, or sex, three multiplicative interaction terms of the affected status were created by age, religious affiliation, and sex.
The study protocol was approved by the Ethics Review Boards of the University of Toronto, Canada, and Chulalongkorn University, Thailand.
Results
Of the 2,187 households contacted overall, 2,125 participated in the Wave 1 survey interviews one year after the tsunami, yielding a response rate of 97.2 per cent. The total sample size was 1,931 (1,077 affected and 854 unaffected participants) because 194 participants were disqualified-that is, they were less than 14 years old, they were living in the same household as another person already included in the study, or they did not complete more than 10 per cent of the interview. Two years after the tsunami, 1,855 participants (1,031 affected and 824 unaffected) completed Wave 2. The followup rate was 96.1 per cent. Table 1 presents the baseline characteristics of the study participants. There were equal numbers of male and female participants across the four provinces. The mean age was 39.4 years for the total sample, and approximately one in eight (11.4 per cent) was aged 20 years or younger. Around 70 per cent of the participants were married (69.3 per cent) and employed (70.8 per cent), and about 60 per cent were Buddhists (60.7 per cent) and had received primary school education (59.6 per cent). Almost all of the participants reported having health insurance (94.7 per cent), and, on average, participants were living 4.1 and 12.7 kilometres from a public health centre and hospital, respectively. Average monthly household income in 2005 (the year after the tsunami) was categorised into four groups: lower income (22.7 per cent); medium income (38.1 per cent); upper income (15.7 per cent); and one with missing data on income (23.5 per cent).
Sample characteristics
Exposure status
In the sample, 1,077 (55.8 per cent) participants experienced a negative consequence owing to the tsunami: personal injury (181 or 9.4 per cent); loss of home (327 or 16.9 per cent); loss of business (733 or 38.0 per cent); loss of a family member (109 or 5.6 per cent); injury to a family member (148 or 7.7 per cent); and loss of a family member's business (481 or 24.9 per cent).
Affected participants were more likely to be residents of Phuket province, currently married, poorly educated, reporting lower household income, non-Buddhists, and living further from hospitals than unaffected participants. The proportion of non-Buddhists was significantly higher in the affected group than in the unaffected group, and the majority were living in Phuket and Ranong.
Mental health: one and two years after the tsunami
One year after the tsunami (Wave 1), the sample means of all dimensions were significantly lower for affected participants than for unaffected participants (p<0.0001) (see Table 2 ). Between one and two years after the tsunami (that is, between Waves 1 and 2), the MCS score improved significantly (p<0.0001). The analysis of interaction of 'time*(affected status)' suggested significant increases in the MCS score for 
0.033
Notes: the p-value refers to the comparison of the mental health outcomes of unaffected and affected participants; * indicates a significant difference in the specified variable between unaffected and affected participants (p < 0.05).
Source: authors.
both affected and unaffected participants; however, the magnitude of improvement was more than twice as great for affected participants than it was for the unaffected. Further analyses indicated that the observed improvements over the 12 months between assessments at Wave 1 and Wave 2 were limited to the dimension of general mental health only (p<0.0001).
Types of tsunami-affected status and the MCS Score Table 3 shows the results from the application of multivariate regression to the MCS score for six types of affected status, controlling for the effects of an array of mental health correlates. The different types of tsunami-affected status were significantly associated with poor mental health one year after the tsunami (lower MCS score). Two exceptions were noted: loss of home was related to better mental health, whereas loss of a family member's business was not related to the MCS score during Wave 1.
Only the loss of a family member was significantly associated with a lower MCS score at Wave 2. The results also indicated that the MCS score was significantly higher for younger participants (20 years or less) than for older ones. Participants living in Phang Nga and Ranong provinces reported better mental health than those living in Krabi (p<0.0001). Participants in the low income group reported poorer mental health than those in the medium income group (p = 0.05). Table 4 shows the association between the six types of affected status and the four dimensions of SF-36. Data on Wave 1 outcomes demonstrated that exposure to personal injury was significantly associated with lower levels of mental health for all dimensions (p<0.01). Business loss, owing to the tsunami, was related to poor mental health across almost all dimensions (p<0.05), except for that of social functioning. Loss of a family member lowered general mental health significantly (p<0.0001). Conversely, and contrary to expectations, participants who experienced the loss of a home reported a higher mental health score than those who were unaffected (p = 0.02).
Types of tsunami-affected status and mental health dimensions
Participants with a family member with an injury reported poorer social functioning than did unaffected participants (p = 0.01). Overall, at Wave 1, direct exposure had a significant bearing on mental health, with the largest impacts found in the general mental health dimension. Indirect exposure, through injury or business loss suffered by other family members, was not correlated with mental health. However, participants with a family member with an injury reported poorer social functioning than those who were unaffected. When examining the interactions of tsunami exposure and potential moderators (that is, age, sex, and religion), the effects were equivalent across all of the social groups analysed. At Wave 2, as shown in Table 4 , the mental health effects of tsunami-affected status were limited to the loss of a family member with respect to reduced role activities and general mental health. That is, the consequences of the loss of a family member found in Wave 1 persisted in Wave 2. 
Discussion
This study confirmed the negative impact of the tsunami on mental health one and two years after the event. The negative mental health consequences owing to suffering loss in the disaster were more significant at one year than at two years. In general, the effect was greater and more types of disaster exposure were significantly associated with poor mental health at one year than at two years. This supports the finding in the literature that mental health problems reach peak severity during the first year (Norris, Friedman, and Watson, 2002; Davidson and McFarlane, 2006) . However, the mental health consequences remain, in less severe form, two years later (supporting Hypothesis 1). This may reinforce the point made in the literature that some people who attain peak severity in the first year continue to be affected by the disaster, and will still, in small numbers, need support years later (Norris, Friedman, and Watson, 2002; Davidson and McFarlane, 2006) .
Impact of different types of disaster exposure on mental health
Different types of tsunami-affected status were associated with different SF-36 mental health scores. Supporting Hypothesis 2, one year after the tsunami, all direct exposures were significantly related to individuals' mental health, whereas only one type of indirect exposure (family member with an injury) was associated with mental health. The differences in mental health consequence among disaster exposures corresponded to the literature stating that certain types of affected status have been shown to pose greater risk of mental health problems (Norris, Friedman, and Watson, 2002; Neria, Nandi, and Galea, 2008; Keskinen-Rosenqvist et al., 2011) .
The most significant type of affected status was the loss of a family member. This was the only type of exposure that was negatively and significantly associated with poor mental health one and two years after the tsunami. This finding is echoed in the literature: bereaved individuals were at significantly higher risk of psychological distress than completely unaffected individuals within two years of the event ( Johannesson et al., 2009 ( Johannesson et al., , 2011 . The literature on bereavement and mental health post tsunami in Thailand has focused on a specific population, namely tourists, who do not reside permanently in the affected regions. This study extends the confirmed negative association between the loss of a family member and mental health following the tsunami to an adult population residing permanently in the affected regions.
Impacts on mental health dimensions
In addition to evaluating mental health using the MCS score, four mental health dimensions also were assessed. Suffering an injury in the disaster had a significant and negative impact on mental health across four dimensions one year after the tsunami. Personal injury might have imposed limitations on individuals' mental health status, lowering their vitality, social functioning, role activities, and general mental health. The loss of a family member significantly lowered individuals' general mental health, demonstrating a direct and substantial impact on mental health. Individuals who lost a business reported significantly lower vitality, role activities, and general mental health than those who were not affected. This result reinforced the finding of losing belongings having a negative and significant impact on psychiatric disorders in the Thai adult population nine months after the tsunami (van Griensven et al., 2006) . One type of indirect exposure-injury to a family member in the tsunami-lowered individuals' social functioning, possibly because affected persons might have to care for the injured family member, and thus could not pursue their regular social activities. Individuals who had lost a home, conversely, reported significantly better mental health than the unaffected. They were given temporary residences created specifically for them for the most part (Department of Disaster Prevention and Mitigation, 2009). The housing arrangement was in village form and might have enhanced interaction with others. Moreover, relocation to a new area might have minimised reminders of the traumatic event. Having the opportunity to interact with others with similar experience and being relocated might have provided a type of social support that minimised negative mental health consequences post tsunami.
Impact one and two years after the disaster
The study results indicate that the impact of the tsunami declined over time. This finding echoed the literature in which rates of anxiety, depression, and PTSD fell over time. Piyasil et al. (2008) , for instance, reported that the prevalence rate of PTSD decreased from 57.6 per cent at six months post tsunami to 7.7 per cent at two years post tsunami. The study results highlight the lasting effect of the disaster on mental health two years after the tsunami-although it may not be as significant as that within one year. Unaffected participants did not experience any of the six types of tsunami consequences but they lived in the affected province. Comparing affected individuals with these 'unaffected' individuals might have underestimated the differences in tsunami impacts between the two groups because unaffected individuals may have experienced some psychological ramifications by living in the affected province. This may explain why the post-tsunami impact was not significantly different between the two study groups in relation to some outcomes. Alternatively, people, affected and unaffected, may be resilient and have the strength to recover from such a disaster.
The majority of the relevant literature in Thailand focuses on a time period of one year post tsunami and does not probe the longer-term effects of the disaster. In addition, such research, conducted more than one year after the event, concentrated on specific populations. This study, by contrast, is the first to assess the impacts on the mental health of the Thai adult population one and two years after the tsunami.
Study limitations
This study has limitations in terms of the outcome measure, confounding effects, and the measurement of exposure. Mental health was measured using a standardised SF-36 instrument, which could have influenced the findings. SF-36 was chosen because it has been validated in the study population. The research focused mainly on mental health status and there was no clinical diagnostic measure. Subsequently, it was not possible to comment on the rate of psychiatric disorders. Furthermore, owing to the nature of the study design, the results could have been affected by unmeasured and unknown confounders. Information on variables such as earlier stressful life events or pre-disaster characteristics would have been valuable. Nevertheless, multivariate regression was employed to adjust for systematic differences between the study groups when estimating the effects of the tsunami. In all regards, religious affiliation and sex did not alter the impact of the tsunami on mental health. Conversely, given a few significant results with respect to correlates of mental health, future research on the consequences of a disaster may explore them or take them into account. Extra effort may be invested in obtaining income data that generally has a lower response rate than other variables. This study included a binomial measure of 'missing' income to consider its potential effect on the influence of tsunami-affected status on mental health (that is, income was used as a control variable).
The study could not assess the impact of a number of disaster exposures owing to an insufficient sample of people with more than one type of exposure. Future research should aim to acquire an adequate sample for each disaster exposure in order to examine the influence of a number of exposures in detail.
Conclusion
The mental health consequences of the December 2004 tsunami were substantial and mostly occurred within the first year of the disaster. These findings may highlight the resilience of people and their desire to survive. Nevertheless, this study confirms that the loss of a family member had the most significant and lasting impacts on mental health. Consequently, health providers should be aware of the lasting effect of a disaster. Often, organisations and governments fail to anticipate this lasting effect and prematurely withdraw support services (Davidson and McFarlane, 2006; McFarlane and Van Hooff, 2009) . Here, psychological support (such as services for those who lost family member(s)) may be an effective strategy. Research on natural disasters would benefit from continuing analysis of the impacts of different types of affected status on health. Future research may also consider various dimensions of mental health to pinpoint areas on which mental health interventions could focus, the reasons why people with certain types of affected status recover sooner or later than others, and the kinds of services that would most likely benefit disaster-affected people.
